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seems to be no clear demarcation between these three disorders and in the discussion on this case the consensus of opinion favoured this being an atypical form of chronic lymphatic leukemia. The resumption of chlorambucil therapy in small doses combined with prednisolone was recommended. Investigations: Chest X-ray on 23.11.62 (Fig 1) showed abnormal shadowing to be present throughout both lung fields with multiple scattered opacities, many of which were calcified, and with thickening of bronchial walls. In the right upper zone a linear shadow possibly indicated a fluid level; elsewhere ring shadows were present. Progress: There was considerable clinical imnprovement on treatment with -penicillin, sulphadimidine and mersalyl, but a chest X-ray on 5.12.62 showed an increase in abnormal shadowing in all areas, especially in the right lower zone.
REFERENCE
The radiologist suggested that alveolar cell carcinoma should be considered in the differential diagnosis.
Further Investigations
Pulmonary function tests (Dr J C Batten): Vital capacity 2,900, FEV (1 sec) 1,7W0, FVC 2,900 ml; FEV/VC 59%; peak flow 280 1./min; CO extraction 23%; arterial Pco2 39 mm Hg. These results suggested mild obstructive airway disease. Lung biopsy (Mr A Siddons): Microscopic examination showed the presence of a mucus-secreting carcinoma, using the alveolar wall as a stroma, the typical appearance of 'alveolar cell carcinoma'. Sputum culture (27.12.62): Myco. tuberculosis isolated.
Follow Up
The patient has since died, and necropsy by Dr M Pitrelli (for Dr G T Allen) showed typical bronchiolo-alveolar cell carcinoma. The hilar lymph nodes were infiltrated, as well as the pleura on the right side. No primary tumour was found outside the lungs and no neoplastic deposits were found in other organs. There was a small caseous focus at each apex which showed typical tuberculoid reaction; no acid-fast bacilli were demonstrated.
